entrusted to them by the state. In the words of a leading contemporary philosopher, the fully trained psychiatrist 'needs to be not just a technically competent practitioner, but also a morally perceptive agent and even something of a social critic ' (Toulmin 1980) . Psychiatrists sometimes appear indifferent to the powers they possess, yet the potential for psychiatric abuse is intrinsic to psychiatric practice. Urgent is the demand that psychiatric training includes an explicit and balanced discussion of the ethical and political responsibilities that lie at the centre of competent psychiatric practice. In so far as Gostin's efforts reflect such a concern, they are to be encouraged. What should be done about hearing lmpalrments?' Meaningless statements about prevalence of hearing impairment, lacking a specified criterion, have circulated in the past. From the point of view of average disability (rather than diagnosis), material hearing impairment can be defined as an average hearing level in the better ear over the frequencies 0.5-4.0 kHz which is worse by 25 decibels than the 'normal' standard. The pilot study for the National Study of Hearing (NSH) reported in this issue (Institute of Hearing Research, p 819) suggests that such impairment appears to characterize approximately 20% of the adult British population. The corresponding prevalence at 35 dB (a severity conventionally accepted as accompanying clinically significant disability, whatever the aetiology) is approaching 10"10 of the adult population or 4.2 million people in the UK (Haggard et al. 1981) . The facts need to I Based on paper read to Section of Otology, 6 February 1981 be checked, refined and subdivided according to epidemiological categories and the causes established where possible, for which purpose the NSH is in progress. However, at the broadest level the facts are not seriously at issue.
ENT otological services are largely oriented towards diagnosing and treating accessible organic pathology, and do this with considerable efficiency. Few would argue that it is best to break the chain of pathogen-disease-impairmentdisability-handicap at the earliest possible stage, even if (up to a point) the average cost per patient of so doing is higher than for later remedial action. But in adults pathology of the largely inaccessible inner ear is more common than pathology of the middle ear and the majority of aetiologies, at least until research opens new avenues in prevention and treatment, there is only one cost-effective intervention. This is a prosthesis which reduces one aspect of the impairment and, in the majority of cases, partly reduces the consequent disability. This device is the mass-produced, semi-miniaturized, lowfidelity, personally-worn amplifier -generally, if imprecisely, called a hearing aid. Service improvements are under way in other aspects of audiology also, but aids deserve our undivided attention here.
For particular forms of impairment the benefit from an aid may be limited, and the skills offitting at the point of delivery are often deficient. But the estimate for numbers possessing a hearing aid is now around 1.5 million, of which about 80% are supplied by the NHS (Haggard et al. 1981) .This is over twice the number in 1973, so hearing aids are successful at some level. The numbers justify considerable intellectual and administrative effort directed towards optimizing, streamlining, improving and diversifying the service. But rather few scientists and doctors are interested and the UK probably has too few professional engineers to spare for much involvement. Improvements in the technology and supply of Health Service aids have been due to bulk purchase by the Health Departments following some years behind technological innovation in the international private sector. The very success of the postaural aid programme (1974 to date) may have partly obscured the need for further progress. The DHSS's Advisory Committee on Services for Hearing Impaired People (ACSHIP) has recently been disbanded. There is a risk in the present financial stringency that the duration for which many people live with their hearing impairments will be overlooked; that recurrent funds may be restricted and development funds may be preempted by those medical specialties of which some patients are liable to die for reasons connected with the cause of their consultation; that the impetus of the 1970s may be lost.
One does not need to espouse the partisan view of the voluntary organizations for the hearing impaired to appreciate an overwhelming reason why such retrenchment should not be allowed to happen. The 10% prevalence estimate is higher than previous ones almost certainly because of the changed age profile in the population. The mean age in this projected profile continues to rise for a further 20 years. People in the present 55-70 age band will survive at a rate such that, in AD 2001, there will be some 700 000 more citizens aged over 75 than we have now, of whom more than half will have a clinically-significant hearing problem. Not all will be in permanent care but most of them will require frequent care by at least one state channel and will also be receiving voluntary supplementary care. To the extent that they are difficult to communicate with, they will be depressed, difficult and costly people.
Much -remains to be discovered about the important influences upon learning to use an aid, and the determinants of objective and/or subjective benefit; but it is established that the prognosis for new fittings among the very old is poor and the acceptance is low. In contrast there is not a strong tendency for established aid users to give up using an aid automatically as they age. Whatever the correct detailed explanation for this difference, the implication is that early fitting for secondary prevention of disability is a wise course. Several types of evidence already point to an under-referral and under-acceptance of aids to offset auditory disabilities (Haggard et al. 1981 , Davis 1981 . Other more restricted issues in the improvement of audiological services have typically attracted firmer scientific evidence and greater professional interest. But the sheer magnitude of this problem argues that the progress of the 1970s in service development, research and improved attitudes to aids and disabilities should be spread and further built upon.
The most important single development to press for is the high-fidelity aid with its attendant, more demanding, acoustical fitting procedures; this can give material benefit to the current 60-year-old whose hearing is not yet poor enough to make an aid inescapable, whom a conventional aid may not help or may alienate. Perhaps many members of the medical profession may be unaware of the strong tendency to deny hearing impairment (Humphrey et al. 1981) , and may disapprove of such a preventive approach to .disability. However, such disapproval is no obstacle in the case of spectacles. The intellectual somersault required to make the 'lesser need' category into a 'priority' category should be well within the capacity of the practitioner who already considers age in determining candidature for the more uncomfortable or costly investigative procedures and treatments.
Improvements to the typical present-day service can come in many forms, all of which tend to provide mutual support; a better 'image' for the hearing aid and its user; better information among the public and general practitioners about hearing impairment and aids, including screening and provision of aids before they become inevitable; a more rapidly and locally accessible service; fuller ascertainment of the patients' needs in relation to form of hearing loss, life style, manual dexterity and technical competence; .better rehabilitative advice and instruction in use of aids; more comprehensive follow up. Many of these already exist in centres of specialization, although the relative costs and benefits are only just beginning to be assessed. But little scientific attention has been given to the range of aids and the assessment, fitting and checking procedures that they presuppose.
Until recently aid 'prescription' was simple, and reduced to the question of the power required and the acceptability or manipulability of a body-worn versus a posta ural aid. Now the problem can only be clearly expressed as a decision tree or algorithm, whose complexity can be hinted at by the following list of questions: Does the lifestyleof the patient (television, chats with single visitors in a quiet sitting room) make environmental aids preferable to a personal amplifier or are both called for? Could he manage and benefit from paired binaural aids? Would he benefit from an extended high-frequency range? What slope of frequency response does he need in the mid range to offset masking from amplified low-frequency sounds? Would the volume control adjustments be more effectively handled by an automatic gain control than by the patient? Are his preferred gain settings so high and/or his discomfort level so low as to need some form of limiting or syllabic compression? Does he have unusual special requirements such as a low-frequency or midfrequency loss, or marked asymmetry? Is the aid doing what it ought to on his ear with his ear mould? Different types of aids may be indicated in these various circumstances, not all of which are encompassed by the already myriad combinations of settings on the standard NHS aids.
In most cases a highly satisfactory servicecan be provided by acting on the answers to a set of questions of this type. The 70% or so of otolaryngologists who are not particularly interested in audiology and rehabilitation need not feel they must become versed in the acoustical and behavioural details. However, the fact that 80% of aids are now supplied by the NHS gives them the clear responsibility of ensuring that someone else is thus versed. The scientific and technical expertise now required is within the scope of the more imaginative and conscientious private hearing-aid dealers and a. few outstanding Physiological Measurement Technicians (Audiology) in the NHS. Medical manpower is largely wasted in this work: the long and expensive training in biochemistry, anatomy, general practice, surgery etc., are somewhat irrelevant to audiological acoustics and the behavioural assessment of lifestyle and coping level. Otology is already well covered, so there are not compelling economic reasons to adopt the European convention whereby an 'audiologist' has to be a doctor. Audiological physicians in the UK have in some cases set up new model services and have often taken the clinical responsibility for rehabilitation services. However, the number of consultants in audiological medicine (20-30 initially) envisaged in the discussions at the Royal College of Physicians in 1974-75,which led to the establishing of this specialty, is not even adequate to cover the national needs in strictly defined audiological medicine, in neuro-otology and community-linked paediatric audiology. Recruitment to this new specialty is slow, the current number being only 17, mostly only parttime in audiological service work.
In the post-Robbins world, graduate staff are required and are in principle available to evaluate, digest and implement the findings from research and from service-monitoring as these activities come to refine the specification of what audiological services are required. By 'implement' I mean: specify the technical content of the new work required of technicians, procure the necessary equipment, develop the procedures in the local-context, ensure that they are effectively carried out, and evaluate the effectiveness of audiological services as a whole. Since outlining the role and requirements for graduate scientists in audiology (DHSS 1975), ACSHIP has not pressed this obvious contribution to a solution to the imbalanced professional structure in British audiology. Our North American cousins boggle at the rudimentary and amateur level of British audiology which they attribute largely to the paucity of master's degree level 'audiologists' in the UK; but there are already a few markedly successful examples of audiological scientists organizing effective services. Envisaged originally to provide primarily better organized diagnostic support for otologists, the audiological scientist grade is now even more urgently required by the development of audiological services as a whole and by diversification of hearing aid options in particular, to give accuracy and effectiveness to the practices of the many hundreds of technicians.
These findings, generalizations and comments may be crystallized into four sets of recommendations, for the DNSS, for otolaryngologists, for general practitioners and for researchers in related fields. -
The DHSS could consider finding a way of maintaining the reviewing and innovating function previously pioneered by ACSHIP, perhaps in a different form or at a reduced level. A programme of pump-priming finance for audiological scientist posts (as was recently done for hearing therapist posts) could be initiated to ensure that the scientific, technical, administrative and educational basis of future audiological service is correct. Environmental aids could be brought within the scope of the NHS; supporting a few efficient safe designs, placing bulk orders, preparing advice on fitting and negotiating standard fitting fees for qualified approved electricians, could give some of the economies already seen in personal hearing aids. The diversification of hearing aid options could be continued and support given to further clinical trials of selection and prescription procedures, together with more education ofstaff in the options already available. , Otorhinolaryngologists could consider ensuring that specialized overall administrative responsibilities are allocated (perhaps to different individuals) within the team of consultants for the 3 chief areas of audiology (rehabilitation, paediatric, diagnostic). This only applies in District Health Authorities (DHAs) where there will be no audiological physician for the foreseeable future. Resources for attending meetings, for training and for journals in these subspecialties should be given a weight equal to that for subspecialties within ENT having similarly large patient loads.
Before the dust settles on the reorganization of the Health Service, it will be advisable to negotiate with the new DHA administration and the local medical physics department on the best way of working towards the appointment of at least one audiological scientist for each District (except those in which it is only practicable to offer token audiological services). One has to recognize that selection and training for this grade has not yet become fully oriented to the demands outlined above, so committees should refrain from appointing if a candidate of sufficient calibre and versed in hearing-aid acoustics, in addition to diagnostic work, fails to appear. District development plans should include at least one hearing therapist per Health District. Each
Regional Advisory Committee in ENT should have an audiology subcommittee that is well supported, disseminates expertise within its region and provides evidence on requirements for audiological staff.
It is also important to develop a little audiological knowledge in the community bases of referrals for audiological services. The chief professional groups involved are general practitioners, clinical medical officers, health visitors, social workers and screening audiometricians. This liaison can be delegated to an audiological scientist.
General practitioners could consider purchasing a simple screening audiometer with Audio cup sound-isolating headphones (£350 approximately), becoming briefed in its application and having a nurse trained in its use according to the methods approved by the British Society of Audiology and the British Association of Otorhinolaryngologists. (It is important that this should not presume to dilute or preempt definitive audiological assessment in hospital outpatient clinics. It is suggested purely as a more objective and selective basis for encouraging more of the middle-aged and elderly to seek specialized assistance (cf. Humphrey et al. 198\) . Use in other applications, e.g. otitis media, should only be attempted within a programme overseen by a specialist.) GPs should also keep up-to-date information on the gamut of audiological services available locally, and be aware of the greater efficacy, cosmetic acceptability and wider application of the modern hearing aid in comparison with that of 10 years ago.
Researchers could question the widespread assumption that what is needed are ever more precise and costly measures to aid 'diagnosis', and orient more research towards providing more effective rehabilitative management together with engineering solutions that are robust and practicable to deliver. As funds become available they could also undertake more research on operational factors, the effectiveness and economics of elements of a comprehensive audiological service, for example, arranging trials of pre-retirement screening programmes for 60-65 year olds together with encouraging experimental trials of aids 'before they are essential'. This is justified on epidemiological grounds and could provide valuable information on how to cope with the challenge of the next 20 years.
While little of the above could be regarded as controversial, equally little of it could be described as accepted. If action in the. spirit of these recommendations were taken now, there would exist a framework for applying the more detailed results of research now under way.
Children at risk
One of the curious paradoxes of this island home of ours, that puzzles other nations, is that whilst we have a Royal Society for the Prevention of Cruelty to Animals, the corresponding Society for the Prevention of Cruelty of Children is merely National in designation. That this is a fair comment on the relative public reaction to cruelty to animals and to children is amply confirmed by even the most cursory glance at our newspapers.
Yet of the 50657 children in England, Wales and Northern Ireland dealt with by the National Society for the Prevention of Cruelty to Children in 1980, 1383 were found to be suffering from suspected non-accidental injuries. And this is only the top of the proverbial iceberg. According to a study made by the NSPCC, the estimated incidence is 5147 children under the age of 15 suspected of being non-accidentally injured every year, with 65 fatalities, 759 seriously injured and 4323 moderately injured (Creighton 1980).
As Dr Alan Gilmour, the Director of the NSPCC, pointed out in opening a discussion on 'Children at Risk' organized by the Open Section on 29 June 1981, child abuse is no new phenomenon. Like the poor it has always been with us, but it is only recently that the medical profession has acknowledged its existence. In fairness to the profession, he noted the fact that, when confronted with an injured child, it has always been tempting to accept the explanation put forward by the parents rather than face the possibility of child abuse. Now that the problem has been recognized, however, doctors no longer have any excuse for evading the issue, and Professor T E Oppe, with as wide an experience in this field as anyone, provided much sound advice on the detection of these tragic cases. Perhaps basic to all his advice was his aphorism that it is a foolish doctor who is unable, and fails, to take a social history. Among
